Background: There is strong evidence based on previous studies that ethnicity and socioeconomic status are important determinants of diversity in the occurrence of diabetes. However, the independent roles of socioeconomic status, country of birth and lifestyle factors in the occurrence of type 2 diabetes have not been clearly identified. This study investigated the relationships between socioeconomic status, country of birth and type 2 diabetes in a large diverse sample of residents of New South Wales, Australia, and aged 45 years and over. Methods: The analysis used self-reported baseline questionnaire data from 266,848 participants in the 45 and Up Study. Educational attainment, work status and income were used as indicators of socioeconomic status. Logistic regression models were built to investigate associations between socioeconomic status, country of birth and type 2 diabetes. Results: The adjusted odds of type 2 diabetes were significantly higher for people born in many overseas countries, compared to Australian-born participants. Compared with participants who had a university degree or higher qualification, the adjusted odds ratio (OR) for diabetes was higher in all other educational categories. Diabetes was more prevalent in people who were retired, unemployed or engaged in other types of work, compared with people who were in paid work. The prevalence of diabetes was higher in people with lower incomes. Compared with people who earned more than $50,000, the adjusted OR for diabetes was 2.05 (95% CI 1.95-2.14) for people who had an income less than $20,000 per annum. The relationships between socioeconomic factors and country of birth and diabetes were attenuated slightly when all were included in the model. Addition of smoking, obesity and physical activity to the model had marked impacts on adjusted ORs for some countries of birth, but relationships between diabetes and all measures of socioeconomic status and country of birth remained strong and significant.
Background
Type 2 diabetes is a major health problem that is increasing at an alarming rate around the world. In 2010, there were 285 million people with diabetes globally. This number will increase to reach 439 million people during the next two decades, potentially leading to major medical, social, and economic problems [1] . Type 2 diabetes is one of the major health challenges for Australia, like other developed countries. It is estimated that 275 Australian adults develop type 2 diabetes every day [2] . Based on the results of the 2004-05 National Health Survey (which used self-report), 699,600 Australians had known diabetes [3] . However, the Ausdiab study in 1999-2000, which included measures of fasting blood glucose, estimated that 940,000 Australian adults (≥25 years old) had diabetes [4] .
Australia is one of the most ethnically and culturally diverse countries in the world. In 2009, approximately one quarter (5.8 million people) of the Australian resident population (22 million people) was born overseas, of which more than half were from a non-English-speaking origin.
The largest group of migrants were born in the United Kingdom (5.4% of Australia's total population), followed by people born in New Zealand (2.4%). People born in Italy, China, and Vietnam were the next largest overseas-born group [5] .
There is strong evidence based on previous studies around the world that ethnicity is an important determinant of diversity in the occurrence of diabetes [6] . Racial and ethnic disparities as a non-modifiable factor for diabetes emphasize the role of genetic and biomedical factors. However a wealth of epidemiologic research has demonstrated the importance of socioeconomic factors as a modifiable factor in the occurrence of type 2 diabetes [7] [8] [9] . A recent systematic review and meta analysis [10] concluded that in high-, middle-and low-income countries, the risk of type 2 diabetes was associated with low socioeconomic position as defined according to low educational level and occupation, although available data for middle-and lowincome countries were limited. However, the independent roles of socioeconomic status, country of birth and life style factors in the occurrence of type 2 diabetes have not been clearly identified. Recently, some studies have reported that the role of socioeconomic status is stronger than that of ethnicity [11, 12] . However these studies included only a limited range of ethnic groups. Therefore, this issue needs to be explored further in populations with heterogeneous racial, ethnic and socioeconomic compositions.
In this study, we explored the relationships between country of birth, socioeconomic status and type 2 diabetes in a large diverse population sample of residents of New South Wales (NSW), Australia, and aged 45 years and over.
Methods

Data source and study population
We used baseline questionnaire data from the 45 and Up Study, a large-scale collaborative cohort study of people aged 45 years and over in NSW, Australia's largest state. The study includes 266,848 people aged 45 years and over, who were selected at random from the Medicare Australia (Australia's national health insurance system) database. Its methods are described in detail elsewhere [13] . In brief, participants were randomly sampled from the database of Australia's universal health insurance provider, Medicare Australia, which provides virtually complete coverage of the general population, including some temporary residents and refugees. The study over-sampled, by a factor of two, individuals aged 80 years and over and people resident in rural areas; all residents of remote areas were sampled [13] . Around 11% of the entire NSW population aged 45 years and over (approximately 18% of those approached) were included in the sample. Participants joined the Study by completing a baseline questionnaire between Jan 2006 and April 2009 and giving signed consent for follow-up and linkage of their information to a range of health databases. The Study's baseline questionnaire captured information on a wide range of factors relating to healthy ageing, including disease risks, quality of life and other health outcomes, exposures such as life style factors, environmental determinants, socioeconomic status and demographic factors including country of birth (for more information see: http://www.45andup.org.au).
The 45 and Up Study received ethical approval from the University of NSW Human Research Ethics Committee for its collection of baseline data.
Definitions, classification and exclusions
This analysis used self-reported data from the 45 and Up Study baseline questionnaire (available at https://www. saxinstitute.org.au/our-work/45-up-study/). Type 2 diabetes was defined on the basis of answers to the question 'Has a doctor EVER told you that you have Diabetes?' If YES "please cross the box and give your age when the condition was first found." Participants were classified as having type 2 diabetes if they responded 'yes' and reported an age at diagnosis of ≥25 years.
Age was grouped into four categories: 45-55, 55-65, 65-75, and ≥75 years. Country of birth was classified according to the Australian Bureau of Statistics (ABS) Standard Australian Classification of Countries (SACC) [14] , as follows: Australia, New Zealand, Rest of Oceania and Antarctica, United Kingdom, Germany, Netherlands, Italy, Greece, Rest of Europe, Egypt, Lebanon, Rest of the Middle East and North Africa, Vietnam, Philippines, China, India, Sri Lanka, Rest of Asia, Americas, and South Africa. Each of these groupings included 100 or more people with diabetes. People born in countries of Sub-Saharan Africa were excluded from the analysis because these comprised less than 100 people with diabetes.
Variables related to socio-economic status included educational qualification, work status, income and private health insurance. Educational qualification was classified as no formal qualification, school intermediate education, trade, apprenticeship, and university and higher education. Work status was categorized as in paid work, retired and other. Annual household income was categorized as more than $AU50,000, $AU20,000 to < $AU50,000, <$AU20,000 and not disclosed. Body Mass Index (BMI) was classified into four categories: underweight (BMI < 20 kg/m . BMI values of less than nine and more than 50 were considered as invalid and these participants were excluded from analysis. Physical activity was defined as sessions per week including the sum of the total number of sessions spent walking and doing moderate activity and double the number of sessions of vigorous activity. This was based on the questions: "In the last week how many times have you walked continuously for at least 10 minutes for recreation or exercise or to get to or from places?"; "how many times did you do any vigorous physical activity that made you breathe harder or puff and pant?"; and "In the last week how many times did you do any other more moderate physical activity that you have not already mentioned?" Sessions of physical activity were grouped into four categories: None, ≤5, >5-≤ 20, and more than 20 sessions per week. Where more than 200 sessions per week were reported, this was considered as invalid and the record was excluded from analysis.
Smoking status was classified into two categories: never being a regular smoker or ever being a regular smoker.
Statistical analysis
Analysis was performed using the STATA statistical package Version 11. Univariate analyses were used to describe the general characteristics of the study population. Multivariable logistic regression models with self-reported diabetes as the dependent variable were used to estimate odds ratios (ORs) with 95% confidence intervals (CI). Three models were built: adjusted for age and sex only; adjusted, for age, sex, country of birth and measures of socioeconomic status (household income, educational qualification, work status); and adjusted for age, sex, country of birth, measures of socioeconomic status and lifestyle-related factors (BMI, physical activity, and smoking). Significance was considered at the 5% level.
Results
After excluding 333 volunteers, those who were diagnosed with diabetes at less than 25 years of age (470), those who had unknown country of birth (179) or insufficiently described country of birth (2545), 262,233 participants were included in the subsequent analysis. Of these, 23,112 (8.81%) reported having diabetes. Compared with other 45 and Up Study participants, people with diabetes were older and more likely to be male. They were significantly more likely to be overweight or obese, to report fewer weekly sessions of physical activity and to have smoked (Table 1) .
Diabetes was more prevalent in migrant groups than in Australian-born people. Table 2) .
Compared with participants who had a University degree or higher qualification, the age and sex-adjusted OR of diabetes was higher in all other educational categories, ranging from 1.27 (95% CI 1.21-1.32) for people with a trade certificate or diploma to 1.63 (95% CI 1.55-1.72) for people with no qualifications. Compared with people whose annual household income was more than $50,000, the age-and sex-adjusted OR of diabetes was higher for those on lower incomes; 1.37 (95% CI 1.31-1.43) for those between $20,000 and $50,000, and 2.05 (95% CI: 1.95-2.14) for those on less than $20,000 per annum. Compared with people who were in paid employment, the age and sex-adjusted OR for diabetes was higher in people who were retired (1.22 95% CI 1.16-1.29), or who were unemployed or involved in other type of work (1.17 95% CI 1.12-1.23) ( Table 3) . The relationships between diabetes, country of birth and socioeconomic factors were attenuated slightly when all variables were included in the model. Addition of smoking, obesity and physical activity to the model along with country of birth and socioeconomic status measures reduced the adjusted ORs slightly for some countries, but increased ORs for countries including Vietnam (2.84 95% CI 2.26-3.57), the Philippines (4.16 95% CI 3.47-4.99), India (3.26 95% CI 2.74-3.90), Sri Lanka (5.73 95% CI 4.52-7.26), and rest of Asia (2.17 95% CI 1.91-2.46). Relationships between diabetes and country of birth after adjusting for all other covariates of interest including socioeconomic status remained strong and significant. Relationships between diabetes and socioeconomic status in all three models remained significant with minimal changes.
Discussion
Our study used data from a large study with a diverse population base to examine the independent roles of ethnicity and socioeconomic status in the occurrence of type 2 diabetes. The results showed that diabetes was more prevalent in people born in many overseas countries, in particular Asian and the Middle Eastern countries, compared to those born in Australia. This is consistent with previous studies both in Australia [15, 16] and other countries [6, [17] [18] [19] [20] [21] that have compared rates of diabetes in migrants with those in native-born populations. In a study from Canada, type 2 diabetes was reported to be higher in South Asian migrants compared to Canadian-born population [21] . A study in the United States of America that compared the prevalence of type 2 diabetes between Asian Americans and the white population over the period 1997-2007 found that Asian Americans had 30-50% higher prevalence of type 2 diabetes compare to their non-Hispanic white counterparts, despite having lower BMI. People born in India had the highest odds of prevalent type 2 diabetes, followed by those born in the Philippines and China [22] . In the UK, the prevalence of type 2 diabetes among South Asian migrants is more than five times greater than in native British people [18] . Ethnic variations in the prevalence of type 2 diabetes are hypothesised to be caused by differences in genetic susceptibility as well as in socioeconomic and lifestyle risk factors [6, 18, 23] . Our finding that the prevalence of type 2 diabetes is inversely related to socioeconomic status also confirmed those of previous studies [7] [8] [9] and systematic reviews [10] . Increased risk in people of low socioeconomic status is thought to be mediated through lifestyle and environmental risk factors [24, 25] .
The unique contribution of this study was to clarify the independent contributions of country of birth and socioeconomic status to the risk of type 2 diabetes, using a large sample size drawn from an ethnically diverse population. We found that variations in prevalence according to country of birth were much larger than variations according to socioeconomic status, and that these disparities remained, and sometimes increased, after adjustment for socioeconomic factors. This contrasts with a population-based study in Boston, USA, that concluded that the role of socioeconomic status is stronger than ethnicity and emphasized that socioeconomic status, as a modifiable determinant should receive greater attention than ethnicity, a non-modifiable factor [11] . This discrepancy may be explained by the much greater ethnic diversity present in our study population. The Boston study, for example, included no migrants from Asian or Middle Eastern countries.
In general after adjustment for lifestyle factors, we found that associations between diabetes and both country of birth and measures of socioeconomic status were attenuated but remained statistically significant. This suggests that these factors alone did not explain the variation in diabetes prevalence and that other, unmeasured factors, such as genetic susceptibility, diet, environmental factors and gene-environment interactions play a role [6, 18, 23] .
Particular strengths of this study were its very large and diverse sample, and the availability of detailed individual data on a range of measures of socioeconomic status including education, income and job status, as well as lifestyle factors. However, we did not have detailed information about race and ethnicity, so could not explore the potential roles of genetic, cultural and environmental factors in explaining differences according to country of birth.
Diabetes status, as well as all predictor variables, was ascertained using a self-report method [26] . There is no reason to believe however, that self-reported diabetes would be more accurate for people born overseas or of lower socioeconomic status; in fact any misclassification is likely to have biased the observed associations towards the null.
Conclusion
In conclusion, our findings emphasise the magnitude of ethnic variations in the prevalence of type 2 diabetes, which are independent of socioeconomic status and key lifestyle factors including obesity, smoking and physical activity. In particular, the risk of diabetes was increased three-fold or more for people born in the Philippines, India and Sri Lanka. Our study emphasises the importance of targeted programs for early intervention and diabetes management in people from high-risk ethnic backgrounds, and of further research to better characterise gene-environment 
